Introduction. Across all specialties, economic pressure is driving increased utilization of outpatient surgery when feasible.
Introduction
E rectile dysfunction (ED) affects more than half of men between 40 and 70 years of age [1] . Penile prosthesis (PP) placement is the gold standard treatment for ED among men who are unwilling to use, not candidates for, or refractory to medical management [2] . There are two types of PP; noninflatable (NIPP) and inflatable (IPP) types; the latter is associated with generally higher patient and partner satisfaction rates [3] . Utilization of PP appears to be increasing, with approximately 17,540 PP placed in 2000 compared with 22,420 in 2009 [4] . In addition, Medicare records from 2002 to 2012 show a slightly increased performance of IPP from 4615 in 2002 to 5328 in 2010 (see Figure S1 ) [5] .
Over 70% of surgical procedures in the United States are performed in the outpatient setting [6, 7] . Outpatient surgery is generally more costeffective with an acceptable safety profile for most procedures [6, 8] . While most outpatient surgeries are performed in hospital outpatient departments, utilization of nonhospital ambulatory surgery centers and physician offices for surgical procedures has increased by 300% over the last decade [7, 8] .
Several large single-center series have demonstrated the safety and economic advantage of PP insertion in the outpatient setting [9] [10] [11] , with one series showing a 17% reduction in financial cost [12] . We were interested in understanding the national trends in the number and type of inpatient PP and perioperative outcomes of PP performed in the inpatient setting over time. We hypothesized that the number of inpatient PP insertions has declined over time.
Materials and Methods

Data Source
For our analysis of inpatient PP, we utilized the National Inpatient Sample (NIS), the largest publicly available, all-payer inpatient care database in the United States [13] . NIS contains data from approximately 1000 hospitals in 37 states and includes 8 million inpatient hospital admissions per year; this sample represents approximately 20% of all hospital admissions in the United States [13] . 
Inclusion Criteria
Predictors
We abstracted demographic data from NIS including patient age (grouped as patients aged 18-44, 45-64, and ≥65 years), race (white, black, and other), number of medical co-morbidities such as hypertension (0, 1, 2, and ≥ 3) as defined and previously validated by NIS [13] , year of operation, hospital size (small, medium, and large), number of PP inserted per year at each hospital (grouped as 1, 2-9, and 10 or more), payer type (Medicare, Medicaid, private insurance, and other), and geographic region (Northeast, Midwest, South, and West) [13] .
Outcome Variables
Our primary outcomes were trends of PP insertion across the different categories according to the type of prosthesis and inpatient complications. In addition, we analyzed trends in the number of inpatient PP insertion performed over the last decade, and examined the change in trends of inpatient PP insertion in terms of patient comorbidity and hospital volume of PP cases/year.
We analyzed the prevalence and type of complications whether surgical or medical. Complications were divided into surgical complications (e.g., wound and genitourinary complications) and medical complications (e.g., cardiovascular, respiratory, gastrointestinal, neurologic, and musculoskeletal complications) (see Table S1 ).
Statistics
Data analysis was performed using sas (version 9.2, SAS Institute Inc, Cary, NC, USA). All analyses accounted for the complex survey design and the sampling weights of the NIS. Bivariate logistic regression was used to measure the association between patient and hospital characteristics and the presence of an inpatient complication (yes/no). We also examined the association of patient and hospital factors and type of PP insertion using a chi-squared test. P values less than 0.05 were considered statistically significant. 
Results
National Trends of PP Insertion
Inpatient Complications
The overall rate of inpatient complications for PP insertion was 13.5%. Surgical complications were the overwhelming majority representing 82% of them, while medical complications represented 14% and the remaining 4% were patients who experienced combined medical and surgical complications.
Patients with three or more comorbidities were found to have a higher risk of complications than patients with no comorbidities (OR = 1.45, 95% CI = 1.18-1.78) (P = 0.0001). High-volume hospitals (defined as performing 10 or more PP insertion cases per year) were associated with reduced risk of complications (OR = 0.6, 95% CI = 0.5-0.76) (P < 0.0001). Patient age, race, or hospital size were not associated with risk of complications ( Table 1) . Replacement of PP comprised 1.13% of inpatient PP insertion cases, with an increased risk of complications (OR 4.93, 95% CI 3.31-7.35).
National Trends of Inpatient PP Types
When we analyzed the procedures according to the type of prosthesis inserted, we found NIPP to be more commonly performed in younger patients Figure 1 Volume of inpatient PP in the United States from 2000 to 2010. IPP, inflatable penile prosthesis; NIPP, noninflatable penile prosthesis; whiskers, 95% confidence interval (13.4% vs. 9-10%) (P = 0.012) and less likely to be performed in white patients (8.3% vs. 12.3-14.6%) (P < 0.0001). NIPP was also found to be more likely to be performed in community hospitals than academic (12.7% vs. 7.1%) (P < 0.0001), and more likely to be performed in the northeast and the west (15.9% and 12.8%, respectively) (P < 0.0001). Medicaid health insurance was associated with much higher rate of NIPP insertion (20.9%) than other types of insurance (9-10%) (P < 0.0001). There was no difference in the rate of NIPP insertion when compared by hospital size, patient comorbidity, or PP insertion cases per year (Table 2 ). 
Discussion
While there are several treatments available for ED, PP remains a valuable and effective option when others have failed or are contraindicated [2] . Little data are available to estimate the overall number of PPs inserted [14] . Market research data and Medicare records for performance of IPP have shown an overall increased utilization of PP over the last decade, despite the introduction of type 5 phosphodiesterase inhibitors [4, 5] . Our data indicate that during that same period of time, inpatient hospitalizations for PP have declined, likely suggesting that more PP procedures are being performed in outpatient settings. There is a growing trend toward increasing the utilization of outpatient surgery, which has been shown for many procedures to be safe and effective at reducing healthcare costs by shortening hospital stay [15] . We analyzed the trends of patient and hospital characteristics associated with inpatient PP insertion over the last decade. With time, there was an increase in the percentage of patients with three or more comorbidities (Figure 2) . Also, there was a significant drop in the percentage of inpatient PP by hospitals performing 10 or more PPs per year, from 32% in 2000 to only 6% in 2010. This is likely representing that sicker patients are more likely to need inpatient care rather than the outpatient option and that high-volume centers are confident enough with the procedure to perform it in outpatient settings ( Figure 3) .
The overall perioperative inpatient complication rate was 13.5%. This complication rate is slightly higher than the previously reported rates of 7-10% for PP surgery [16, 17] . Race and age were not associated with the complication rate. However, high-volume (PP cases/year) hospitals had a lower complication rates than other hospitals (P < 0.0001). Since high-volume hospitals are performing less inpatient PP insertions with time, it is possible that our reported higher complication rate is due to performance of this procedure by predominantly less experienced surgeons, who are performing it in an inpatient setting.
To our knowledge, there have been no previous studies looking at a national-level data analysis of patient and hospital characteristics related to NIPP. NIPP was surprisingly performed slightly more in younger patients. It was also more likely to be performed in the West and the Northeast. White patients tend to be more likely to have IPP than NIPP (see Table 2 ), possibly reflecting a better socio-economic status for those patients. Community hospitals tend to perform more NIPP than academic hospitals, possibly due to patient characteristics and/or insurance issue. By far, inpatient NIPP was more likely to be performed in Medicaid patients (20.9%) than other types of health insurance, which could be explained by the fact that Medicaid usually covers NIPP, not IPP. Hospital size, comorbidity, or volume of inpatient PP cases/year were not associated with the type of inpatient PP performed.
There are limitations in our study. First, NIS only contains inpatient data, and do not include 23-hour stay. While our aim was to analyze inpatient PP use, having comparative outpatient data would have strengthened our findings. Second, the reported complication rates are for the inpatient admission only and do not reflect long-term complications or readmissions. Third, we were limited by the ICD-9 coding system, which is not a detailed system to catalogue complications. Therefore, we could not comment on complication details such as device malfunction or erosion. Furthermore, administrative data from NIS do not provide granular data regarding health status and disease states. In addition, we were unable to assess the severity of complications using a standardized system such Clavien-Dindo.
Conclusions
The number of inpatient PP procedures is declining over the years, likely reflecting a shift toward increasing outpatient procedures. Our data suggest a better outcome for patients having the procedure done at a high-volume center in terms of inpatient complications, and a possible shift in these highvolume centers to performing the procedure as an outpatient. Therefore, consideration can be made for referring these cases to high-volume centers in order to have a better outcome and reduce financial expenditure. Further research and analysis are much needed, particularly a nationwide outpatient data analysis, in order to analyze the overall trends and complications of PP insertion.
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